The Central Veterans' Information Bureaui, which acts as a clearing station and referral centre for all veterans who need information regarding financial problems, employment and educational opportunities and sources of medical assistance, has turned out to be the largest referral source of patients coming to our clinic, and plans are under way to obtain the services of a psychiatric social worker, as part of the staff of the Veterans' Information Bureau, who would ascertain those veterans needing psychiatric treatment. We also made contacts with the personnel directors of our large industrial corporations and with the administrators of our public educational system. Good working relationships with these groups would facilitate the rehabilitation of veterans under our professional care. We arranged with the various social agencies in our community to abstract the historical material on those cases which they wished to refer to us so that we could know in advance whether or not the patients they wished to send us were ones with whom we should attempt psychotherapy.
Section of Psychiatry 681 establish the clinic in one of our large general hospitals which is centrally located. This setting and location was in keeping with the previous suggestion of Colonel William C. Menninger of our Surgeon General's Office who has recommended that psychiatric clinics of this type should be closely identified with large medical units which are already well established and have good community prestige.
The Central Veterans' Information Bureaui, which acts as a clearing station and referral centre for all veterans who need information regarding financial problems, employment and educational opportunities and sources of medical assistance, has turned out to be the largest referral source of patients coming to our clinic, and plans are under way to obtain the services of a psychiatric social worker, as part of the staff of the Veterans' Information Bureau, who would ascertain those veterans needing psychiatric treatment. We also made contacts with the personnel directors of our large industrial corporations and with the administrators of our public educational system. Good working relationships with these groups would facilitate the rehabilitation of veterans under our professional care. We arranged with the various social agencies in our community to abstract the historical material on those cases which they wished to refer to us so that we could know in advance whether or not the patients they wished to send us were ones with whom we should attempt psychotherapy.
Eighteen I WISH to report the tentative conclusions which have grown out of recent experiments with modifications of analytic techniques. These modifications were designed both to shorten the therapeutic process, and to overcome some of the obstacles to success which psychoanalysis often encounters. All of these experiments involved the induction of controlled states of partial dissociation [4, 5, 6, 7, 8] .
Originality cannot be claimed for this work, beyond certain technical innovations and syntheses. Many workers in England have beern pioneers in exploring this field, notably
Hadfield [2] and Horsley [3] , and in America, Grinker and Spiegel L1] and others. Our own work is an extension of theirs, with the application of certain basic physiological and analytical principles.
It will be our thesis that in human psychological processes there is a continuous interplay between two opposing tendencies. On the one hand, whenever we repress unacceptable ideas, feelings and impulses, we dissociate from the repressed processes their attached energies. On the other hand at the same time there is an equally continuous unconscious effort to lift these repressions and to reintegrate the dissociated energies.
Every psychotherapeutic procedure must be understood in terms of its influence on the dynamics of this unstable equilibrium. Repression, dissociation, reintegration, and recall are thus seen to be four aspects of a single complex psychological process.
It is always somewhat dangerous to dissect a complex constellation into logical partitions, attaching special names to its various aspects; because this leads to the logical error of treating different words as though each was a separate dynamic entity with independent laws aiid energies. Thus we tend to speak of repression and dissociation as though they were separate mental mechanisms: yet repression cannot occtur without 682 Proceedtngs of the Royal Society of Medicine 32 dissociationi, or vice versa. Nor can either of these exist apart from reintegration and recall. No one of these has an energetic system of its own. Analytic terminology and analytic theory have suffered much from such misapplication of these concepts. If then I single out for emphasis that aspect which we call dissociation, this is largely because it seems necessary to shift ouir attention from the integrative aspects of the process. Integration is of course the most obvious goal of psychotherapy; but it is hardlv helpful or enlightening to talk of a goal as if it were a technique of therapv: as though "health" were a medicine by which to get well. We cannot "integrate" anyone: xve can only remove obstacles to integration. It is in this sense that induced states of partial dissociation can be used to release spontaneous reintegrative processes in the struggle for therapy.
While dissociative tendencies are inseparable from all mental phenomena, the induced state of partial dissociation is seen most characteristically in normal sleep, and in all way-stations on the path to sleep, such as the spontaneous hypnagogic reverie, or the induced hypnotic trance. It is as much a part of these states as it is of the more dramatic phenomena, such as mtultiple personality, to which the concept of dissociation is often erroneouslv restricted.
How then can induced states of partial dissociation be harnessed to the tlherapeutic or reintegrative process? This is the question which I will attempt to answer. In the brief time at mn disposal, however, I will not be able to present either experimental evidence or clinical illustrations. I will be able only to make clear the hypothesis which has grown out of ouir experiments and observations.
Various degrees of dissociation were produced by monotonous physiological stimuli, both with and without a wide variety of drugs. These manceuvres induced a condition which lies somewhere between sleeping and waking, in which the individual views himself and his life with some measure of detachment, much as a dreamer may observe himself in actioni in a dream. This state is further marked by a tendencv to return automatically to important storm centres of emotional turmoil. In this respect also the process resembles the dream but without the condensations and distortions of the dream, and with more spontaneotus activity and an automatic, somnambulistic discharge of emotions through appropriate behaviour. Among the drugs used were the volatile anxsthetics (such as ether and nitrous-oxide-oxygen), the barbiturates, combinations of hyoscine and other drugs, derivatives of cannabis indica, alcohol, hypoglvcaemic conditions induced by insulin, and even the twilight states that may follow shock therapy. No specificity could be observed in anv of these drugs, nor in any one procedure; but sedative drugs were of special value in the induction of the degree of dissociation described, bv lessening the individual's hold on reality and by lessening the intensity of his emotional alarms.
It is remarkable to observe how in such partiallv dissociated states the thouights and feelings of the patient revert spontaneously to his troubles. It has been suggested (Kubie and Margolin [8] ) that "this is becatise stuch storm centres have a higher threshold for narcosis than do less highly charged areas, just as anoxia can bring to light clinical manifestations of sub-clinical focal brain drainage". Perhaps as a consequence of this, mild narcosis can inhibit non-conflictual areas and leave the emotionally charged areas to stand out in high relief. This in turn leads to a more direct recoverv of memories of early traumatic experiences than is possible even with the most painstaking tuse of free associations in the fully integrated state.
Again it became clear that the action of drugs wvas never dependent solely upon their chemistrv, or the dosage used, or on individual pharmacological idiosynciasies. On different occasions the same individual wvould react to identical doses in widely different ways, depending upon the intra-psychic tensions at work on each occasion.
In the course of our work we learned furthermore that just so long as the dissociated state does not become too complete (if, for instance, a drug is not given in doses large enough to produce profound narcosis) a dvnamic relationship with the therapist is continuously maintained. This proved to be a matter of critical importance, because the nature of this relationship between the phvsician and the narcotized and dissociated patient determined the use to which the material produced by the patient could be put, and the therapeutic integration of that material. In dissociated states the patient often indicates with little or no disguise his multivalent affective attitudes towards the therapist. In so doing he mav even show clearly the sources of the displaced emotional attitudes which he has transferred from earlier years, often mis-identifying the therapist with his parents or other important figures. Thus transference attitudes, the sources of which are completely masked in fully conscious states, frequently become transparently clear when a patient is in the dissociated condition. Control of this situation is maintained bv constant attention to and manipulation of the transference relationship, precisely as this relationship must be managed in orthodox analytic procedures. The difference is merely that the transference relationship in states of partial dissociation is frequently more highly charged, more vivid, and more transparent than it is in therapeutic procedures in which the patient is fully conscious and on guard against revealing the inner nature of his attitudes to the therapist.
We also came to realize that the dissociative state is not without its dangers. It is a delirioid reaction in which forces of considerable violence may be released, unleasing at times latent depressions, elations, or paranioid schizophrenic states, which may persist for some time afterwards. This is not a frequent phenomenon; but it is a danger that must be borne in mind, and makes it essential that such work be carried on by men who have had experience in working with powerful unconscious forces.
Similar considerations led us to question the advisability of using prolonged deep narcosis, because of the difficultv of controlling the depth of the narcosis and the severity of the delirioid reaction. Short-acting drugs are safer because the depth of narcosis can be readily controlled and quickly interrupted. In summary we may say that in the dissociated state the use of free associations, the reliving of the recaptured past, and the manipulation of the transference, together comprise a logical extension of psychoanalytic procedure. In the dissociated state these steps lead directly to repressed material which is at the root of resistances. This often makes it possible to circumvent such resistances. Similarly the phenomena of transference become more transparent and more malleable; and in this state the patient himself seems to be less vulnerable to the exposure of his own highly charged material.
Thus a therapist who is dynamically oriented, and who is thoroughly experienced in dealing with unconscious forces, can both accelerate and control the therapeutic process by balancing the adaptive capacity of the patient to the disturbing quality of the material.
These are some of the conclusions which have led us to hope that in this direction a material shortening and strengthening of the therapeutic process may ultimately be achieved.
